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FIG.l.
Case 2. Spin echo image (TA 2 800 ms, TE 15 ms) show-
ing multiple ischaemic lesions.
hibited, disinterested and unconcerned. MRI of the head
showed multiple ischaemic lesions of cortical and subcorti-
cal gray maner (Fig. 1). No systemic cause of strokes was
found. Pleocytosis was detected on cerebrospinal fluid
examination but no infectious agents were isolated. A four-
vessel arteriogram of the cranial vasculature was normal. A
brain-leptomeningeal biopsy showed necrotising vasculitis
of small vessels. During a 2-year follow-up period sustained
clinical improvement has been achieved with immunosup-
pressive therapy (prednisone and cyclophosphamide).
A high index of suspicion and the exclusion of systemic
inflammatory (infectious and non-infectious) disease fol-
lowed by a brain-leptomeningeal biopsy led to a diagnosis
of IAC in 2 patients. Severe throbbing headache, multiple
strokes with initial spontaneous improvement, and radio-
logical evidence of widespread ischaemic lesions due to
small vessel occlusion are clues to IACY
Atypical in case 1 was the young age at diagnosis: clini-
cal and radiological restriction of lesions to the VBS (possi-
bly due to an immune response against a VBS-specific
antigen') and an obliterative endarteritic vessel lesion
('granulomatous angiitis' is not an invariable feature of
IAC').
In case 2, lesions implied disease also of the penetrating
vessels at the base of the brain, an unusual complication of
IAC. Lesions in the basal ganglia and thalami correlated
with the neurobehavioural changes, e.g. persistent hyper-
somnia, hypersexuality, increased appetite, impulsivity and
lack of insight.'
I wish to draw anention to IAC as a cause of multifocal
CNS lesions implicating small-vessel occlusion. Tissue
biopsy is the most specific diagnostic test, since angiogra-
phy and evaluation for systemic disease are usually uninfor-
mative. Prognosis is improved by timely initiation of
immunosuppressive therapy with the aim of clinical stabili-
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Time, gentlemen, please!
To the Editor: Owing to the nature of part of my work, I
have had the opportunity of anending many congresses and
symposia in the past 5 years. It has become obvious that
one of the banes of the congress-goer's day is the lack of
anention conferred by the chairpersons of sessions to keep-
ing speakers to the time alloned.They are allowed to run
luxuriantly over time, resulting in reduction of discussion
time and shortening of tea and lunch breaks. Most congress
delegates will agree that a most important, valuable and
informative part of any congress is the informal contact
made with colleagues and visiting experts during these
breaks. Curtailment of these opportunities diminishes the
take-home benefits of the congress.
Minerva acerbically states the case for disciplined chair-
ing of meetings when she says, 1 'By not offending speakers,
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Erratum
In the letter entitled 'Magnetic resonance imaging in
neurocysticercosis', which appeared on pp. 528-529 of the
SAMJ of July 1993, the initials of the second author were
incorrectly given as J. H. when in fact they are J. W.
The names of the three authors should have read
'So Wynchank, J. W. Lotz, R. H. Hewlen'.
